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An unannounced annual survey and complaint

visit was conducted at this facility from- April 15,

2009 through April 28, 2009. The deficiencies

contained in this report are based on observation,

staff interviews, and review of residents' clinical

records and review of other facility documentation

as indicated. The facility census the first day of

the survey was one hundred and one hundred

forty-nine {148). The survey sample totaled

twenty-four (24) residents which included a review

of twenty-one (21} active and three (3) closed F 156

residents' clinical records. There was a (al ]3) ol

sub-sample of ten (10) residents for general

observations, interviews, accounting review and A) Pinnacle Rehab and Health

medication pass review. Center corrected this

'F 156 | 483,10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156

deficient practice on April
ss=B | RIGHTS AND SERVICES

20, 2009 by adding additional

The facility must inform the resident both orally information to the admission
and in writing in a language that the resident packet. (See attach.)
understands of his or her rights and all rules and B) All residents admitted to this
regulations governing resident conduct and facility have the potential to
responsibilities during the stay in the facility. The be affected by this deficient
facility must also provide the resident with the © .ec ed by thus aelicien
notice (if any) of the State developed under practice.
§1919(e)(6) of the Act. Such notification must be C) An audit will be completed
made prior to or upon admission and during the for the next 15 incoming
resident's stay. Receipt of such information, and . admissions to assure
any amendments to it, must be acknowledged in . .
writing. * compliance with new
procedure.

| The facility must inform each resident who is D) Results of this andit will be

entitled to Medicaid benefits, in writing, at the time presented to the quality

of admission to the nursing facility or, when the

resident becomes eligible for Medicaid of the assurance co ftee for the

itens and services that are included in nursing | next two consecutive
facility services under the State plan and for : quarters.
/ which the reﬁldﬁnt may not be charged; those

v

gncy statemnent ending wnth an astenle(*) denotes a deficiency which the mstltway be excused from correcting prowdmg'it is detsfz‘mmed that
Yer saf guards provide sufficient protection to the patients. (See instructions.) Except fi rsing homes, the findings stated above are disciosable 90 days
olibwing the date of survey whether or net a plan of correction is provided. For nursmg homes, the above findings and plans of correction are disclosable 14
iays following the date these documents are made avaiiable to the facility. if deficiencies are cited, an approved plan of correction is requisite fo continued
wogram participafion.

Ly
AJORY DIREC }(OV]DE 'SUPPLIER R ?ENTATNESSIGNATURE % m\/ 6) DATE
’ ' %) Z_b oé
\./

ORM CMS-2567(02-99) Previous Versions Obsolete Event ID:6R4Y11 Facility ID: DE00116 if continuation sheet Page 1 of 56




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/15/2009
FORM APPROVED
OMEB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

085020

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

(X3) DATE SURVEY
COMPLETED

C
04/28/2009

NAME OF PROVIDER OR SUPPLIER

PINNACLE REHABILATATICN & HEALTH CENTER

3034 SOUTH DUPONT HIGHWAY
SMYRNA, DE 19877

STREET ADDRESS, CITY, STATE, ZIP CODE

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION ; {X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 158

Continued From page 1

other itemns and services that the facility offers

and for which the resident may be charged, and

the amount of charges for those services; and

inform each resident when changes are made o

the items and services specified in paragraphs (5)
{i}(A) and (B) of this section.

The facility must inform each resident before, or
at the time of admission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:

A description of the manner of protecting
personal funds, under paragraph (c} of this
section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right fo request an assessment under section
1824(c) which determines the exient of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and ceriification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a

F 1566
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complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter |
related to maintaining written policies and
procedures regarding advance directives. These E
requirements include provisions to inform and
provide written information to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
‘includes a written description of the facility’s
policies to implement advance directives and
applicable State law.

| The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care. |

The facility must prominently display in the facility
written information, and provide fo residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previcus payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on review of the admission package and
staff interview, the facility failed to inform the
residents in writing, prior fo or upon admission, of
their legal rights that includes the protection of
personal funds. Findings include:
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Continued From page 3

Review of the facility admission package on
4/15/09 and 4/17/08 revealed that the facility
failed to inform residents in writing at the time of
admission about how their personal funds are
protected if residents opted to use that service
provided by the facility. The facility used a surety
bond o protect resident ' s funds.

Interview with admissions director (E32) on
4/17/09 confirmed this finding. On 4/20/08,
procedures and forms developed to address this
concern were included in the admissions package
and implemented that day.

483.10(b}(11} NOTIFICATICON OF CHANGES

A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; a significant change in the resident's
physical, mental, or psychosocial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinicat complications); a need fo alter treatment
significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is a
change in room or rcommate assignment as
specified in §483.15(e){2); or a change in

F 156

r 157

F-157

A9
&

ol

Resident identified no longer
resides in the facility.
Residents with a change in
condition have the potential
to be affected by this
deficient practice.

Policy and guidelines for
notifying physicians of a
change in condition have
been reviewed and updated to
insure that the needs of the
resident are being met timely
and the physician is being
given an accurate reflection
of the changes in condition
the resident is experiencing.
Nursing staff have been in-
serviced on the new policy
and guidelines for physician
notification. Nursing

(18]
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{ and taking medications and had minimal fluid

resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update

' the address and phone number of the resident's
legal representative or interestad family member.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview it was
determined that for one (R24) out of 24 residents
the facility failed to consult with the physician
when a resident became lethargic, stopped eating

intake. Findings include:
Cross refer F327.

R24 stopped eating and drank only 300 cc of fluid
between 12/19 and 12/22/08. During this time the
resident became more lethargic and could not
take medication. The nurse practitioner (NP), E26
visited on 12/19/08 to write a discharge home
order for 12/24/08 at the request of the family.

The facility's Guideline for Nofifying
Physician's/Nurse Practitioners of Clinical
Problems indicated that a resident with a rapid
decline or continued instability would require
immediate physician notification.

Review of the record and inferview with staff
revealed that no contact was made with the
physician or his designee between E26's visit on
12/19 and being sent to the emergency room on
12/22/08. The resident was admitted with
dehydration.

Be

24 hour report daily to insure
that licensed staff are
notifying the physician of
changes in condition and the
physician is responding back
with orders within time !
frames established in the é(,l,?io‘i
policy guidelines. AH

changes in condition will be
reviewed in morning meeting

to insure there has been
appropriate follow through
on all changes. An in-service
will be given on all licensed
staff on recognizing a change
and condition and how to
properly report this to the
physician.

A weekly audit x 4 weeks
will be completed on 5
residents on each unit with a
change in condition for 4
weeks and then monthly for 3
months. Audits will be
reviewed during the monthly
QA/QI meeting and modified
and or continued as needed.
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ss=RB | FUNDS

*: Upon written authorization of a resident, the

| the facility's operating accounts, and that credits

separate accounting for each resident's share.)

 bearing account, interest-bearing account, or

-of any person other than another resident.

facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs (c)(3)-{8) of this section.

The facility must deposit any resident's personal
funds in excess of $50 in an.interest bearing
account (or accounts) that is separate from any of

all interest earned on resident's funds o that
account. (In pooled accounts, there must be a

The facility must maintain a resident's personal
funds that do not exceed $50 in a non-interest

petty cash fund.

The facility must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf.

The system must preclude any commingling of
resident funds with facility funds or with the funds

The individual financial record must be available
through quarterly statements and on request to
the resident or his or her legal representative.

The facility must notify each resident that receives |

Viedicaid benefits when the amount in the
resident's account reaches $200 less than the

A) Pinnacle Rehab and Health
Center corrected this
deficient practice on 4/20/09.

B)- All residents have the
potential to be affected by
this deficient practice.

C) An audit will be completed
will be completed for the
next 15 incoming admissions
to assure compliance with
new procedure.

D) Results of the audit will be
presented af the next two
consecutive QA meetings.
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5SSl resource limit for one person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SS8I resource limit for one person, the
resident may lose eligibility for Medicaid or SSl.

This REQUIREMENT is not met as evidenced
by:

Based on review of the admissions package and
interview with admission personnel (E32), it was
determined that the facility failed to obtain written
authorization from the residents when the facility
held, and managed personal funds of the resident
deposited with the facility. Findings include:

Review of the admissions package on 4/17/09
with the admissions director (E32) lacked written
documentation of the refund policy for residents’
personal funds, and a personal fund authorization
form that aliowed the facility to manage the
residents’ funds, Monthly accounting and
quarterly statements were being furnished to the
residents and the residents' families or
representatives. Interview with the admissions

were missing from the admissions package and
other facility documentation.

On 4/20/09, a procedure and a perscnal fund ;
authorization form for the facility to manage
residents' funds were implemented to address
this concern and included in the admissions
package.

F 160 | 483.10{(c)(6) CONVEYANCE UPON DEATH
S5=B
Upon the death of a resident with a personal fund
deposited with the facility, the facility must convey

director (E32) on 4/17/09, revealed the two items |

F 159

F160

F 160 A) The facility corrected this
deficient practice on 4/20/09,
All residents identified were
refunded their money.
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F 160 Continued From page 7 F 160 B) Any resident that discharges
within 30 days the resident's funds, and a final or expires will be refunded
accountl_ng' of'th'ose fun@s: fo the indl\ndu_al or within 30 days.
probate jurisdiction administering the resident's .
estate. C) A release of resident funds
acknowledgment will be

: signed upon admission.
This REQUIREMENT is not met as evidenced (Attach) The policy ((]|BJ 0“[

by: - - +
Based on staff interviews and review of resident regardn}g resident func.ls Wlu
be provided upon admission.

funds information, it was determined that the . ;
facility failed fo convey resident funds within 30 D)} An Audit of the resident
days to the resident's family or designated person funds account will be

‘upon resident's death or departure from facility. completed weekly by the
Findings include: Business Office manager 1 x

Resident funds review and staff interviews per week x’s 4 weeks and 1—
revealed that the resident funds for three of nine will be presented at QA for
Medicaid residents (SSR4, SSR5, SSRE) were the next two consecutive
not conveyed to the resident’s family or quarters.

designated person within 30 days. Review of the
admissions package on 4/16/09 revealed a lack
of refund information.

interview with the admissions director {(E32) on

4/17/09 on refunds of personal funds revealed

their incorrect practice is to refund resident funds
after 60 days.

Resident fund accounts were reviewed on
4/20/09. SSR4 had $261.35 in her resident's fund
account. The resident expired on 1/25/09.
Resident SSR5 had $967.94 in her fund. The
resident expired on 11/11/08. SSR6 had $44.08
in her fund. The resident expired on 5/17/08. F166

Admission Director (E32) interview on 4/20/09 .
whom contacted corporate accounting staff A) Residents SSR1 and SSR10
confirmed these findings no longer reside in this

F 166 | 483.10{(f)(2) GRIEVANCES i F 1665 facility.
f i - s s
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];;?g Continued From page 8 F 166 B) All residents who submit
A resident has the right to prompt efforts by the grievances have thf. potential :
facility to resolve grievances the resident may to be.affected I?Yt 18 glp]'y)oof
have, including those with respect to the behavior deficient practice. L
of other residents. C) The Grievance policy and |
Procedure has been updated '

This REQUIREMENT is not met as evidenced to streamline the process.
by: (see attached) The new
Based on observation of one resident room, Policy and Procedure will be
inte;views with staff and resident, and review of reviewed with resident
resident council meeting minutes it was council and staff for
determined that the facility failed to ensure that ol tation by T 18
resident grievances were addressed and mmplementation by June 19,
responded to promptly. Findings include: 2009. ] !

D) The new process will be |
Observatiop of resident room for SSR1 and audited by social service for '
SSR10 during the :IOl:II' on 4/15/09 revealed that 30 days and the results will i
there were two TV's in the room but only one of b din th
‘the TV's was on. The reception quality was poor ¢ presented in the next two
on the TV for SSR10. SSR1 stated that her TV consecutive QA meetings.
was not working and that she had brought this o
concern o maintenance and nursing staff two
weeks ago without any success,
Review of the complaint forms and interview with
social service and maintenance staff on 4/21/09
revealed that a complaint was not written at all ;
when it was brought to the attention of g
maintenance or facility staff. !
Review of facility procedures on 4/21/09 revealed
that the process for complaints included reporting
the compiaint to the administrator after it was
written. Interview with the administrator through
the Director of Nursing {E19) confirmed they were
unaware of this complaint and no document was
ever written up on this complaint.
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Review of the activily assessment and notes on
4721709 for SSR1 revealed that the resident liked
to watch TV, and the care plan stated resident "to
watch TV as one of her aclivities".

F174
Review of resident council meeting minutes from
January through March 2009 revealed that the , : .
residents expressed concerns about different A) Resident SSR? has the ability
types of issues that were still pending after two to speak on private as of
months. The group interview conducted 4/16/09 5/20/09.
during the survey confirmed these concemns. B) All residents able to use the
F 174 | 483.10(k) TELEPHONE F 174 phone have the ability to be
S5=B affected by this deficient

The resident has the right to have reascnable .
access to the use of a telephone where calls can practice. ‘
be made without being overheard. C) An access card was
i L purchased by the facility to

allow
This REQUIREMENT s not met as evidenced phone system to be

by: compactable with Cordless
Based on observations, an individual resident phones. Cordless phones
interview and the resident group interview, it was were purchased for each unit
determined that the facility failed to provide on 5/20/09 Residents will be
residents phone access in a private area where notified at the next Resident

calls can be made without being overheard.

Findings include: Counc!'il meeting. Resident

SSR2 does not prefer this and

On 4/15/09 and 4/21/09, SSR2 was observed requested her family be

making personal phone calls at the Sierra nurses contacted to supply phone in

station. Her conversation could easily be 100

overheard. Interview on 4/21/09 with this resident D) A

confirmed that the only place to make a personal ) random survey of 10 ' 9
phone call was in the haliway at the nurses residents will be conducted to (ﬂ 13 lO
station and that it was not in a private area. assure that they are able to

re ;
During the resident group interview on 4/16/09, ingwe Erlvatffl‘;ius' This
residents stated that if they needed to make a rmation wili be presented
phone call, the only option they had was the at QA for the next two
nurses station. They confirmed that this location consecutive quarters.
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i did not provide them with privacy from being .
: overheard. They stated the facility talked to them - j
about two months ago about getting portable i !
phones but they had not yet obtained them.
A pay phone was observed in the front lobby
during the survey, however the area lacked
privacy. interviews with nursing staff at all nurses
stations revealed that residents could make
phone calls at the nurses station. Interview with
1 the social service director (E33) revealed
residents can make phone calls from her office.
Interview with the administrator (E18) on 4/21/09
revealed that they ordered poriable phones on
March 9, 2009 and the bill was due on March 24,
2009. On 4/21/08, the portable phones were not
at the facility. On 4/21/09, the administrator (E18} F226
was observed calling the phone company to . .
determine when the phones were going to be A. Corection A-ctlon o
delivered and was told that the phones were back All employees did have r egistries
ordered untit the end of May. completed by April 22, 2009.
F 226 | 483.13(c) STAFF TREATMENT OF RESIDENTS F 226 Criminal background
88=D - . _ Investigation on employees Q 18]
The facility must develop and implement written identified as E1, E2 and ;
policies and procedures that prohibit as i and E3. !
mistreatment, neglect, and abuse of residents Employee E2 is an employee of
and misappropriation of resident property. Healthcare Services (not
: Pinnacle}). Adult Abuse Registry
on employee i i
This REQUIREMENT is not met as evidenced Child Abe identified as E3.
by: usc Registry on
Based on review of facility personnel files, policies employees identified as E3, E8,
and procedures and interviews, it was determined E10,E1l and E12.
that the facility failed to implement their policies
and procedure for screening employees that B
inciuded a thorough background investigation for ’ Alil: e?gjoyet:as have the
three (3) employees (E1, E2 and E3). There was potential to . affected by the
no record of verification for fingerprinting available deficient practice.
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| (E22) on 4/17/09 confirmed that E1 had no record

E
i

to Long Term Care for two staif (E1, E2) out of 20 ;
sampled employees. E3 was found on the
criminat background check database but not for
this facility. Additionally, there was no record of
completed Child Protection and Adult Abuse
Registry checks for E3. Findings include:

Review of the facility's Policy and Procedure
entitled "Quality Assurance and improvement
Abuse Prohibition, Screening of Staff " indicated
that criminal background checks will be done for
all potential employees. Interview with the human |
resource staff (E22) during the survey revealed
that screening is done prior to hire. :

1. Employee E1 was hired on 1/7/09. Review of
this employee's file on 4/17/09 revealed that a
Criminal History Record was not available to Long
Term Care. Interview with human resource staff

of a Receipt/Verification of fingerprinting
available.

2. Employee E2 was hired on 4/1/09. Review of
this employee's file on 4/17/09 revealed that there
was no record of fingerprint receipt on file or
information on the criminal database.

3. Employee E3 was hired on 2/18/09. No
fingerprint receipt was found on file. The state
criminal database did not have a criminal
background review done for this employee to
work at this facility. Additionally, there was no
record of completed Child Protection and Aduit
Abuse Registry checks for Employee E3. These
were subsequently completed 4/17/09.

Four other employees {E8, E10, E11, E12) did
not have child abuse registry reviews on file.

7
!

C. All new applicants are
processed immediately and faxed
to the appropriate state agencies
on the day of processing.

D. Each new applicant will have
a personnel andit spread sheet
listed with each agency, date
sent, date received. This will be
checked weekly for 4 weeks.
Results will be reported to QA
for the next 2 consecutive
quarters.

o) ‘3\ 09
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F 252 | 483.15(h)(1) ENVIRONMENT F 252
$S=B F 252
The facility must provide a safe, clean,
comfor_table and honjelike environment, allow.]ng A) All identified vents will be
the resident to use his or her personal belongings ired by 6/15/09. A
to the extent possible. repalr.e y A - SASpen
and sierra repaired 5/11/09.
! B) All residents have the
| This REQUIREMENT is not met as evidenced potential to be affected by the
by: ) . same deficient practice. An
Based on observations of resident rooms and I dit of all 1
haltways during the environmental tour of the : audit of all vents will be
1 facility, and staff interviews it was determined that conducted by the
1 the facility failed to provide a homelike Maintenance Director by
environment as evidenced by odors detected in 6/1/09.
tFV;’I? d?:;??nnctl ngr.“s and the 200 haliway. C) A service contract was signed
' by NHA on 5/20/09 for
On 4/15/09 at 1:15 PM, an offensive odor was annual inspection of vents as
detected in resident room 338. On 4/17/09 at neecded.
11:25 AM, an offensive odor was detected in D)} All vents will be inspected
resident room 218. Housekeeping staff (E34) ) . K xs 1 P th and (7) %] 09
interview revealed the frash full of soiled diapers VEry wee X s 1 monih an |
in the room was the cause of the smell. The the results will be presented
exhaust vent was not working in room 218. : at QA for the next two
consecutive quarters.
On 4/15/09 at 2:55 PM, an offensive odor was
detected in the haliway cutside room 224. Carts F 253
with soiled resident clothing, soiled bed linen, and
trash were observed outside the room in the
hallway. The vent was not working and the A) All identified rooms will be
hallway was not under negative pressure. _ repaired by 6/18/09.
fs éfg 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253 1. Repairs to be completed by
The facility must provide housekeeping and 6/ 1,8,/ 09 . )
maintenance services necessary to maintain a 2. Radjators will be painted or
sanitary, orderly, and comfortable interior. replaced by 6/18/09.
3. Ceiling tiles will be replaced
by 6/18/09. b\lﬂ |04
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by:

Based on cbservations during the envircnmental
tour from 4/15/09 to 4/20/09, and staff interviews,
it was determined that the facllity failed to provide
maintenance and housekeeping services
necessary to maintain a sanitary and comfortable
interior. Findings include;

1. Scratched, stained or unpainted walls were
ocbserved in resident rooms 104, 106, 111, 201,
204, 300, 326, 333, 338. Interview with
maintenance staff (E24) revealed that a program
to address these issues existed but a written plan
couid not be provided {o the surveyor,
Additionally, the wallpaper on the walls of the
Sierra tub room, and rcom 300 were peeling off.

2. Unpainted and chipped ventilation radiators on
the walls of resident rooms 117, 119, 310, and
333 were observed throughout the survey.

3. A total of ten (10) stained ceiling tiles were !
observed: in the Aspen Tub rcom, the pantry on
the Aspen unit, and three in the kitchen above the
dishwasher. Additionally, four (4) shower tiles on
the floor of the 200 tub room on 4/17/09 were in
disrepair. Another eight (8)floor tiles in one
shower stall in this same tub room were cracked,
Corroded tiles on the floor were observed in the
Seaside dining room.

4, The bathroom hand sink was observed in

disrepair and cracked in resident room 206. The
toilet lid was loose in resident room 103, and the
toilet in the Aspen tub room was in disrepair (did
not flush properly). :

5. A total of two (2) of eight (8) dining room tables
were observed io be unsteady or wobbly in the

X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
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F 253 | Continued From page 13 F 253

4." Identified Rooms will be
repaired by 6/18/09.

5. Dining room tables were
fixed on 4/20/09.

6. Privacy Curtains will be
repaired, washed or replaced
by 6/18/09.

7. Hoyer lift was cleaned
4/28/09.

8. Holes in walls will be
repaired by 6/18/09.

9. Floor tiles will be replaced by
6/18/G9.

10. Closet doors will be repaired
by 6/18/09.

11. Trash can liners will be

available at all times and will

be appropriately placed in

trash cans.

Exhaust vents were cleaned

on 4/28/09 and will be

cleaned monthly by

management contract.

12.

Ambassador rounds will be
assigned and completed by
management staff daily and
will be report to appropriate
staff.

C) Ambassador round will be
completed every morning to
assist in the identification of
issues.

B)

E
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-{ 6. Privacy curtains were observed dirty in resident

1 observed in the hallway outside room 325.

Continued From page 14

main dining room on 4/15/09 at 10:30 AM. Two
{2) of seven (7) dining room tables were unsteady
or wobbly in the Aspen dining room on 4/15/09 at
10:15 AM.

rooms 104B and 201B. Hooks were off the
privacy curtain rod system in resident rooms
201B, 226, and 300, and Aspen tub room,

7. On 4/20/09 at 9:15 AM, a dirty Hoyer lift was

8. Holes in the walls of the Aspen soiled utility
room, Sierra fub room, and one in the floor of the
Seaside bath 1 were observed on 4/15/09.

9. Two floor tiles on the wall of resident room 204
were observed missing. The floor around the
toilet area of resident room 218 was dirty/stained.

10. Closet doors were observed in disrepair and
could not close in resident rooms 310 and 318,
The hinges were in disrepair. Interview with
housekeeping staff (£E23) revealed they needed fo
be repaired.

11. Plastic liners were observed missing from
garbage cans during the environmental tour in
the Aspen tub room, 200 unit tub room, and
resident rooms 101, 103, 111, 335, and 343,
atthough the liners were observed in the bottom
of the trash cans. The trash can in the 200 unit
tub room was cracked.

12. Heavy dust or dusty exhaust vents were
observed in resident room 111, and the Seaside
Bath I.

483.20(g) - (i) RESIDENT ASSESSMENT

F 253

F 278

. An audit will be completed of
rooms 1 x per week x’s 4

weeks and will be presented ‘0) ’Sl 04

to QA for the next two

consecutive quarters.

F-278

M R3,R6,R17, and R21 had
their MDS reviewed and
corrected MDS’s were .
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The assessment must accurately reflect the
resident's status.

A registered nurse must conduct or coordinate
each assessment with the appropriate
pariicipation of health professionals.

A registered nurse must sign and certify that the

| assessment is completed.

| Each individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false staternent in a resident assessment is
subject to a civil money penalty of not more than
$1.,000 for each assessment; or an individua! who
willfully and knowingly causes ancther individual
to certify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

| Clinical disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, it was
determined that the facility failed to accurately
code the Minimum Data Set (MDS) for six (R17,
R22, R21, R3, R6, and R10) out of tiwenty-four
{24) sampled residents, Findings include:

Cross refer F279 (Examples #1,#2). :
i

X4} ID
}gREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 278 | Continued From page 15 F278 completed to accurately
SS=E reflect the resident. R22 no

longer resides in the facility.
All residents have the
potential to be affected by
this practice.

‘The MDS’s of all residents
coded with pressure ulcers
were reviewed to insure the
coding was accurate. The
MDS’s of any resident
exhibiting physical and
verbal abuse towards others
were also reviewed to insure
this behavior was coded
appropriately. MDS staff
was educated on the
appropriate coding of all
residents. '

5 assessments on each unit
will be reviewed monthly for
accuracy in relation to
wounds, infections, behaviors
and diagnosis, times 3
months by the QA nurse.
Results of this audit will be
brought through the QA/QI
process and reviewed for the
continued need of education
and monitoring. QI’s will be
reviewed monthly in QA/QI
to assess for any trends that
may be reflective of in-
correct coding.

9.
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1. R17 was admitted to the facility on 12/31/08
with no behaviors noted on the admission MDS
-dated 01/18/08 other than wandering or resisting
care. The latest quarterly MDS dated 4/12/09
reflected the same. Resident R17 began to
develop physical and verbally abusive behaviors
towards other residents beginning 3/23/08.
Despite evidence of abusive behaviors in the
clinical record, these were nof coded in the MDS
dated 4/12/09 Section E. An interview with E28
(MDS Assessor) on 4/22/08 confirmed these
findings.

2. R22 was admitted to the facility on 11/14/08
with multiple diagnoses including lung cancer.
The admission MDS dated 11/14/08 was not
accurately coded with disease diagnoses under
Section 1. pp. cancer. Failure fo accurately code
this section resulted in the facility's failure to
develop an appropriate plan of care for R22.
These findings were confirmed with the E28 on
4/22/09,

3. R21's MDS assessment dated 2/17/09 |
documented presence of three, stage il ulcer in
Section M1, In Section M2, the ulcer was not
coded as either pressure or stasis.

Review of R21's Wound Assessment sheet from
2/10/09 through 2/16/09 revealed presence of
one, stage Il pressure ulcer of the sacrum.

An interview with the individual coding the above
section, E28 on 4/23/09 at 1 PM confirmed that
the above MDS was inaccurately coded three,
stage Il ulcers in Section M1 and in addition,
omitted coding the ulcer as pressure in Section
M2,
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4. R3's MDS assessment dated 2/11/09
documented presence of one, stage Il ulcer in
Section M1. In Section M2, the ulcer was not
coded as either pressure or stasis.

Record review lacked evidence of the above
stage il ulcer.

An interview with E28 on 4/20/09 at 11:20 AM i

revealed that the above skin impairment was a
skin tear, thus, the above MDS inaccurately
coded and that the skin tear shouid have been
coded in Section M4, other skin problems or
lesions.

5. RB's MDS assessment dated 1/12/09
documented presence of one, stage Il ulcer in
Section M1. In Section M2, the ulcer was not
coded as either pressure or stasis.

Record review lacked evidence of the above
stage |l ulcer.

An interview with £E28 on 4/20/09 at 11:40 AM
revealed that the above skin impairment was a
skin tear, thus, the above MDS was inaccurately
coded and that the skin tear should have been
coded in Section M4, other skin problems or
iesions.

6. Review of R10's records revealed that on
3/26/08, the resident had a wound culfure of the
left ankle which noted the presence of Methicillin
resistant staphylococcus aureus (MRSA)
infection.

R10's MDS assessment dated 4/1/09 failed to
include this infection in Section [2.

F278
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An interview with £E28 on 4/20/09 at 11:20 AM
revealed that the above laboratory results were
not available at the time of the MDS completion,
thus, MDS was not coded for this infection.

F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE F279|  F279

§8=D | CARE PLANS #Je  Resident R22 no longer
A facility must use the results of the assessment resides in the facility. A
to develop, review and revise the resident's care-plan was established for
comprehensive plan of care. R17 that addresses and

monitors the behavior of this

resident. Resident \T (efumed to

The facility must develop a comprehensive care

. . &
plan for each resident that includes measurable %u
objectives and timetables to meet a resident's E’J' Other resi en%‘s*;’xithhvz's lO“l.
medical, nursing, and mental and psychosocial " behaviors and no plan of care
needs that are identified in the comprehensive for these behaviors have the
assessment. .
potential to be affected by
The care plan must describe the services that are this practice.
to be furnished to attain or maintain the resideni's @o A review was completed on
highest practicable physical, mental, and all residents with behavi
psychosocial well-being as required under . Wi chaviors
§483.25; and any services that would otherwise affecting others to insure a
be required under §483.25 but are not provided plan of care is in place to
due to the resident's exercise of rights under address and monitor the
§483.10, including the right to refuse treatment 3 e
Under §483.10(b)(4). behaviors. An audit will be
completed monthly by the
QA nurse or designee of 5
This REQUIREMENT is not met as evidenced residents on each unit in
téy: . e - relation to behaviors and
ased on record review and interview it was ; feten
determined that the facility failed to develop a S:;g?:?l; t? nsure a plan of )\ gioci
plan of care for an identified need for two (2) b) place. b
residents (R17 and R22) out of twenty-four (24) » Results of this audit will be
sampled residents. Findings include: reviewed monthly at the
QA/QI meeting.

1. R17 was admitted to the facility on 12/31/08.
According {o the admission MDS, the last day of
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observation period was 01/18/08 and did not
reflect any behaviors symptoms exhibited other
than wandering and resisting care. A guarterly
review MDS dated 04/12/09 reflected the same.

A review of nursing notes revealed from 01/31/09
until 04/17/09, R17 continually took food from
other residents food trays with difficulty of
redirection. Nurses notes between 3/23/09 and
4/15/09 documented the following behaviors
including being belligerent to other residents,
picks fights, pushing others residents as well as
hitting another resident. On 4/15/09, R17's
behaviors escalated and 911 was called. During
these behavioral periods, psychotropic
medication was employed for behavior control.
On 04/06/08 Zyprexa 10 mg. was started and
Depakote 260 mg. was increased to 500 mg. at
bedtime. On 04/11/09 Depakote was increased
again to 750 mg. af bedtime. Ativan was given
orally and inframuscularly on nine occasions for
agitation beginning on April 1, 2009 through April
17, 20089,

During the time frame from the onset of verbal
abusive behavior beginning on 03/23/09 and
physical abusive behavior beginning on 04/05/09,
there was no care plan to address or monitor the
behavior directed towards other residents untit
04/15/08. On 04/15/09 a physician order was
written for a direct admit to a psychiatric facility for
increased behaviors. Two days later on 04/17/09,
R12 was transferred to a psychiatric facifity for
treatment of aggressive hehavior.

The facility failed to provide an appropriate plan of
care to address the ongoing and increased
behaviors of R12 and findings were confirmed by
interview with £28 (MDS assessor).
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2. R22 was admitied to the facility on 11/14/08
with muitiple diagnoses including lung cancer. A
; review of the admission MDS dated 11/21/08

i revealed under Section |. Disease Diagnoses,
pp. cancer was nof addressed. R22's care plan
reflected that although he had a plan of care for
pain management, the pain according to the care
plan was related fo arthritis. Based on the
information inaccurately coded on the MDS,
R22's comprehensive care plan was incomplete.
On 01/08/09, R22 was place on Hospice and later

expired on 01/19/09. [ F-309

.l; gf}g 483.25 QUALITY OF CARE F309 Ay Facility notified the physician
Each resident must receive and the facility must and re§p0n31ble.pa.rty of the
provide the necessary care and services to atain potential for fluid imbalance
or maintain the highest practicable physical, that had occurred with these
mental, and psychosocial well-being, in 3 residents. No adverse

acccrdance with the comprehensive assessment

outcome was noted because
and plan of care.

of this deficient practice.

C.N.A.s were informed of

each of these residents fluid
'tt)'his REQUIREMENT is not met as evidenced restriction and the potential
Bised on record review and interview it was for fuid nnbal_ance if not
determined that the facility failed to monitor followed. Residents were
and/or failed to ensure maintenance of fluid also reminded of the
restrictions for three (3) residents (R1, R14, R16) importance of following the
out of twenty-four (24} sampled residents.
Findings include: physician orders and staff
1. R1 was originally admitted fo the facility on ?Iiie g?:;;ﬁéiﬁ;ﬁon to their
5/23/09 with diagnoses including end stage renal i =
disease and was receiving hemodialysis. Review 6)‘ All residents with orders for
of the April 2009 monthly physician's order sheet fluid restriction have the
{POS) documented an order for 1,000 cc (cubic potential to be affected by

centimeter) fluid restriction per day. | . this practice. A review was
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! Notification/Aliocation" form revealed that on the

Observation of resident's breakfast tray on
4/23/09 at 8:45 AM revealed 236 cc milk
container and 120 cc of cranberry juice.

Review of the R1's "Resident Fluid Restriction

breakfast tray, the resident was allocated 240 cc -
of fluids. i

An interview with a staff of the dietary
department, E20 on 4/23/09 at 9:30 AM
confirmed that the resident was allocated only
240 cc for breakfast.

Review of the facility's policy and procedure titled
"Fluid Restrictions" revealed that residents on
fivid restrictions will be placed on intake and
output monitoring.

Review of R1's "Intake and Output (I &0) Record"
from April 1, 2009 through April 23, 2008 (23
days) revealed that 24 hours | & O records were
missing for eight days (4/1/09, 4/2/09, 4/3/09,
4/4109, 4/5/09, 4/15/09, 4/19/09 and 4/20/09). In
addition, on 4/8/09 and 4/13/09, calculation by the
surveyor during the survey revealed that the
resident received above the 1,000 cc per day
restriction by consuming 1,560 cc and 1,790 cc
on these dates. Record review lacked evidence
that the staff was monitering the intake or
addressing the extra amounts of fluids.

An interview with the unit manager, E16 on
4/23/09 at 1 PM confirmed that the facility failed
to monitor and ensure R1's fluid restriction.

2. R14 was admitted to the facility on 04/08/08
with multiple diagnoses including congestive

fluid restriction in relation to
appropriate and consistent
monitoring of intake and
compliance with an order for
flud restriction.

Policy for hydration and fluid
intake monitoring was
reviewed and revised to
better monitor the needs of
the resident. New intake
monitoring forms were
completed to better assist the
facility in gathering and
monitoring data. In-services
were completed for the
clinical staff to insure they
had an understanding of what
fluid restriction is, how it will
be monitored, and the use of
the new data collection
forms.

Residents on fluid monitoring
will be reviewed weekly in
the risk meeting to insure
compliance with the use of
the monitoring forms and the
stated fluid restrictions. An
audit will be completed on all
residents with fluid
restrictions weekly x 4 weeks
and then monthly for 3
months.
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heart failure, hypertension and a history of pleural
effusion. Record review revealed a physician's
order for fluid restriction of 1000cc per day.
Facility policy and procedure staied the nurse wili
write the amount of fluid restriction on the CNA
data Flow Sheet to notify direct care staff not fo
give additional fluids. R14 was care planned
accordingly and followed by dietary supporting the
fiuid restriction. Review of R14's fluid resfriction
monitoring sheets revealed the appropriate
amount of fluid restriction ordered, however, the
daily intake of fluids exceeded 1000cc per day for
the months of January 2009 through April 2009,

An interview with the DON, E18 on 04/23/09 at
11:30 AM cenfirmed the facility failed to
accurately monitor and ensure R14's fluid
restriction.

3. R16 was admitted to the facility on 12/23/08 !
with multiple diagnoses including congestive

heart failure, hypettension and a history of pleural
effusion. Record review revealed a physician's
order for fluid restriction of 1200cc per day.
Facility policy and procedure stated the nurse will
write the amount of fluid restriction on the CNA
data Fiow Sheet to notify direct care staff not to
give additional fluids. R16 was care planned
accordingly and followed by dietary supporting the’
fiuid restriction. Review of R18's fluid restriction
monitoring sheets revealed the appropriate
amount of fluid restriction ordered, however, the
daily intake of fluids exceeded 1200cc per day for
the months of December 2008 through April

2009.

An interview with the DON, E18 on 04/23/09 at
11:30 AM confirmed the facility failed to
accurately monitor and ensure R14's fluid
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restriction.
F 312 | 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312 F-312
5S=D ) .
A resident who is unable to carry out activities of ; ﬁ)' Resident identified was
| daily fiving receives the necessary services fo ? evaluated by therapy for
maintain good nutrition, grooming, and personal positioning and safety while
and oral hygiene. eating. Resi
g. Resident had no
adverse effects as a result of
having no supervision while 4 P
This REQUIREMENT is not met as evidenced eating KesidentvesLuts IO SWPEVVE (pr
by: 8) e - © roper paschoningy |
: . , e Residents identified as q
Based on observation, record review and di . . .
interview it was determined that one (R6) out of needing supervision while
24 sampled residents failed to receive physician eating have the potential to
ordered supervision for meals . Findings be affected by this practice.

included:

R6 had diagnoses which included Huntington's
Disease, seizure disorder, and dysphagia.

On 4/20/09 at @ AM, the resident was observed in
bed with a breakfast tray on the over the bed
table. The resident was sitting up in bed with her
head and upper body leaning to the right side and
feeding herself. Lunch observation on 4/22/09 at
12:15 PM revealed the resident sitting up in bed
with upper body leaning to the right side, and no
staff supervision.

Record review revealed a diet order in March
2009 for "mechanical soft, chopped meat, regular
liquids. Patient (R6) must be upright in most
optimal position and remain upright for 30
minutes after meats. Supervision for alf meals.”

An interview with the Speech Therapist (E30) on
4/23/09 at 10:50 AM revealed that due to R6's
aspiration risk as well as R6's upper body leaning,

Resident records were
reviewed to insure that
anyone with orders for
positioning requirements
while eating and or
supervision is receiving these
services. C.N.A. kardex’s
were reviewed and updated
when necessary to reflect the
ordered amount of
supervision and assistance
while eating. Staff was in-
serviced on the importance of
proper positioning and
offering supervision and
assistance while eating for
residents identified.
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F 312 | Continued From page 24 F 312 D). Monitoring for compliance
ﬂ?e?: g;c;:lr for supervision for all meals was will be achieved by
Y. Management observing
An interview with E16 (unit manager) on 4/23/09 me_alhmes and auditing those
at 11:15 AM confirmed that the facility failed to residents that require
ensure supervision during the above meals, assistance 5 times a week for
Fsgfg 483.25(h) ACCIDENTS AND SUPERVISION F 323 4 weeks and than once a (ﬂ\lgloq

The facHity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

accident hazards as evidenced by resident water
temperatures above 110 degrees Fahrenheit (FF),
unprotected radiators, chemicals and biohazard
unlocked and accessible to residents, and doors
that were chipped. Findings include:

1. Observations made with the food service
director (E21) and housekeeping director (E23)
on the tour 4/15/09 at 11:00 AM of the hot water
temperatures in resident rooms #106 and #111

week thereafter. Monitoring
will be for dinner and lunch
time. Therapy will observe
meal times in the dining
room twice weekly to insure
residents are properly
positioned at tables. Results
of these observations and

| This REQUIREMENT is not met as evidenced audits will be brought
by:
Based on observations with facility staff during through the m().nthly QA/QI
the environmental tour, it was determined that the process for review.
facility failed to maintain an environment free from F 323

A) The hot water
temperatuore issues
were corrected on
4/16/09. Additionally,
hot water heater was
repaired 5/11/09, A
new Mixing valve

hand sinks revealed the temperature to be at installed 5/14/0
114.4 and 114.9 degrees Fahrenheit respectively. Th dtS/t 9.
On 4/15/09 at 12:01PM, the hot water ermostals were
temperatures in resident room 310, ADL Suite repaired 5/12/09.

Therapy room, and the resident room #338 hand
sinks revealed the termperature o be at 134.7,
125, and 127.2 degrees Fahrenheit respectively.

2. Radiators to be
repaired or replaced by
6/18/09.
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interview with the foed service director staff (E21)
revealed these temperatures o be hot and a call
was made to maintenance (E24) who stated the
switch of the hot water tanks was accidentally
moved by the contractors when they were doing
work in the hot water tank room. On 4/15/09
between 1:30 PM through 2:17 PM, , the hot
water temperatures in resident rooms 300, 326,
333, 336, and the Seaside Bath 1 common
shower room hand sinks revealed the
temperaiure to be at 131.1, 126.3, 119.6, 123.2,
and 131 degrees Fahrenheit respectively.
Surveyor reguested the maintenance depariment
to be contacted again and temperatures to be
fowered to the required temperatures.

Housekeeping Director (E23) interview after
checking with the maintenance director
(E24)revealed that the hot water system had fo
he drained which would take a while. On 4/16/0%
at 7:00 AM, these resident rooms were checked.
The hot water temperatures in the rooms were
observed to be beiow 110 degrees Fahrenheit.
The administrator (E18) stated the resident hot
water temperatures were being monitored every
two hours since yesterday.

2. On 4/15/09, the heativentilation radiator along
the wall of the Aspen tub common shower room,
Sierra tub shower room, and Seaside dining room
had the element plates exposed and/or corroded
as the cover of the unit had been removed. The
plates could potentially cut residents or heat could
burn residents. £23 confirmed these findings.

3. On 4/15/09 at 11:05 AM, the Sierra dining room
had paint bottles in a cabinet that was unlocked
and accessible to residents. On 4/15/02 at 12:00

PM, hazardous chemicals such as sanitizers were
i

on cabinets as of 5/1/09.

4. Resident doors

identified will be sanded,

varnished or replaced by

6/18/09.

5. Razors were removed

4/17/09.

B} All existing residents
have the potential to

be affected by the
deficient practice.

C) Hot water
temperatures will be
taken daily and
temperature will be
documented.

D) An audit will be
conducted 1 x per
week x’s 4 weeks and
results will be
presented to QA for
the next two
consecutive quarters.

c,llg]()‘i
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F 323 | Continued From page 26

observed in a cabinet under the hand sink in the
ADL suite unlocked and accessible to residents.
On 4/47/09, the cabinet had the key on the door
but was unlocked. Additionally, on 4/20/09 at 9:00
AM, the Seaside biohazard door was cracked
open and numerous spray boftles of sanitizers
were observed inside the room on the floor and
above the rack in the room accessible to
residents and unlocked.

On 4/17/09 at 2:45 PM, the Aspen soiied utility
work area #1 door was observed open and
unlocked for at least 10 minutes containing
bichazard containers.

4. The doors of resident rooms 130, 333, 338,
were chipped with potential for causing splinter
hazards to the residents.

5. On 4/17/09 at 11:20 AM, a bichazard waste
plastic container with used razors was observed
loose and accessible in the Aspen tub room or
central bath.

F 325 | 483.25(1)) NUTRITION

55=D
Based on a resident's comprehensive
assessment, the facility must ensure that a
resident - : :

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2) Receives a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced

F 323

‘F-325

F 225 ﬁge Resident identified has
gained weight since this time
and is maintaining current
weight. Dietitian has

- reviewed her record and feels
interventions are appropriate
. atthis time.

@)- Residents with a change of
condition, that has the
possibility to result in weight
loss, have the potential to be
affected by this practice.

C)- Policy and guidelines for
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During the period of chronic diarrhea from

by:

Based on record review it was determined that
the facility failed fo recognize, evaluate and
address the needs of one resident (R4) out of
twenty-four residents resulting in a significant
weight loss. Findings include:

1. R4 was admitted to the facility on 10/03/08
with a baseline weight of 154.8 pounds. R4's
weight remained fairly stable until March 2009
with a weight of 148.1 pounds. A review of
nursing notes from 03/03/09 through 03/21/09
reflected eight days of chronic diarrhea and
Medication Administration Records (MAR)
reflected numerous accounts of freatment with
Imodium (anti-diarrheal medication) during this
time frame.

On 03/17/09 according to nursing notes, a note -
was left for the Primary Care Physician to
evaluate (two weeks after the onset of diarrhea)
and new orders were obtained for a stool sample
to be check for Clostridium Difficile (C. Diff)
Toxins. On 03/19/09, a stool sample was
obtained and proved positive for C. Diff. Toxins (a
transmittable bacteria in the stool that causes
diarrhea) on 03/21/09. R4 was placed in isolation
on 03/21/08 and Flagyl 500 mg. (antibiotic) was
started for ten days of treatment. R4's weight on
or before Aprit 10, 2009 was 134.6 resulting in a
significant 13.5 weight loss for the month of
March 2009 or 9%.

(03/03/09 through 03/21/09, neither a care plan
was implemented nor were interventions put in
place to prevent or monitor for weight loss related
to the chronic diarrhea. Subsequent to treatment
with Flagyl, R4's weight began to stabilize and the

change in condition have
been reviewed and updated to
insure that the needs of the
resident are being met timely
and the physician is being
given an accurate reflection
of the changes in condition
the resident is experiencing.
Nursing staff have been in-
serviced on the new policy
and guidelines for physician
notification. Nursing
management will review the
24 hour report daily to insure
that licensed staff are
notifying the physician of
changes in condition and the
physician is responding back
with orders within time
frames established in the
policy guidelines. All
changes in condition will be
reviewed in morning meeting

to insure there has been
appropriate follow through
on all changes.

A weekly audit x 4 weeks
will be completed on 5
residents on each unit with a
change in condition for 4
weeks and then monthly for 3
months. Audits will be

o| el
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F 325 | Continued From page 28 F 325' reviewed during the monthly
most current 3rd weekly weight had increased to QA/QI meeting and modified
139.7 lbs. , and or continued as needed.
The facility failed fo recognize R4's risk for weight
loss and failed to provide services in a timely
manner to address the diarrhea, resulting in a F-327
significant weight loss of 8% over a one month A) e Resident identified no longer
period. . . . o
F 327 | 483.25() HYDRATION Fa2r| g resides in this facility.
S8=G )- Residents with an un-
The facility must provide each resident with identified risk of dehydration
sufficient fiuid intake to maintain proper hydration have the potential to be
and health. d) affected by this practice.
e A full audit was done of all
This REQUIREMENT is not met as evidenced residents to insure that their
by: _ _ _ ) potential for dehydration had
Based on record review and staff interviews, it been identified and
was determined that the facility failed to ensure R ) h
that one (R24) out of 24 sampled residents was interventions have be-en put
provided with sufficient fiuid intake to maintain in place to address this.
proper hydration and health. The facility failed to Policy for Hydration was
identify the increased risk of dehydration for R24 reviewed and updated. New
when the resident had only 300 cc (cubic "
centimeters) of fluids during a four day period of forms we e afided to assist
time. The facility failed to respond in a timely the facility with data
manner to the resident's inadequate fluid intake collection to better assess the
resulting in the resident being admitted to the potential for dehydration. An
hospital where she was found to have abnormal p . let d o
laboratory values and dehydration. Findings 1n-Service was completed
include: teach the staff the new policy
' and use of monitoring forms.
R24 was admitted to the facility on 11/28/08 with All members of the
diagnosis which included advanced dementia, . CRT
multiple strokes, atrial fibrillation, hypertension }nterc(111501plma1_’y‘team \fsrere
and hypothyroidism. included in training to msure
all disciplines were involved
The initial Minimum Data Set (MDS) assessment in this process. Residents at
dated 12/3/08 indicated that the resident was risk for dehydration will be
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F 327 | Continued From page 29 F 327 identified through the MDS
moderately impaired for decision making. In process, intake monitoring,
addition, the resident required supervision and set and by the Dietician and

up for eating. A Medicare MDS assessment dated

Physician. Physicians will be
12/11/08 indicated a decline in eating to totally hysi Y

dependent with one person physical assist. not.lﬁed within 24 hours of
: ; 5 residents who have had a

Admission medications included Namenda 10 mg significant decrease in their

BID {twice a day), Seroquel 25 mg BID (can intake in a 24 hour period

cause sedation), Norvasc 5 mg QD (daily),

toms of
Synthroid 0.05 mg QD, and Prozac 20 mg QD. and/or show symptoms

On 11/28/08 the nurse practitioner (E26) added dehydrat_ion. Fluid intake
Xanax 0.25 mg every 8 hours as needed for sheets will be brought to the
increased anxiety and agitation {can cause weekly risk meeting to insure

sedation). On 12/7/08 the psychiatrist (E31)}

: . all residents with decreased
increased the Seroguel to 25 mg TID (three times

a day) and the Xanax to 0.25 mg TID hold for miiake and tlil;)‘se clldingf?ii as
sedation. The resident was exhibiting behaviors _ | be-mg at sk for enydration
of agitation including hitting, biting and kicking will be reviewed by the 1nter-
staff.

disciplinary team to insure

interventions are in place and
The admission blood work at the facility dated P

11/29/08 indicated the resident's blood urea . appropnate.

nitrogen (BUN) level was elevated at 26.0 (normal D) s An audit will be ?ompleted
range 8-23 mg/dL) and that the creatinine level on 10 random residents on
\lnfasdr:iqt{maltﬁt 1.33'(nor|mailrange (3(.}:3_—1 5 mgltl:iL). each unit every day for 2 Gl R’l 09
n addition, the sodium level was within norma -+ will the
limits at 139 (normal range 137-145 mMOLIL). weeks. The audit will then
BUN, creatinine, and sodium levels are indicators continue weekly for 3 months
of fluid imbalance and renal function. Repeat en monthly thereafter.
blood work on 11/30/08 indicated a BUN elevated ;nduﬂﬁ ¢ this az it will bo

at 32, creatinine elevated at 1.6 and a normal esulls 0 LOA
sodium at 138. There were no new physician brought through the QI/Q
orders as a result of this bloodwork. process :

The facility's policy Hydration Assessment and
Monitoring documented that a resident who had
been identified as being at risk for dehydration |
should be placed on Intake and Output (1&0) i
monitoring and documentation every shift for at

and will be reassessed for continuing
auditing need or changes.
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F 327 | Continued From page 30

least three days or until improved. The policy
indicated that this should be placed on the care
plan. Additionally, the policy documented that at
the end of each 24 hour period the resident's fluid
intake should be compared to the minimal fluid
requirement of 1500 cc/day. It further revealed
that a nurse may initiate 1&0 at any time based on
professional assessment and judgement.

On 11/28/08 staff initiated a three day intake and
output record that according fo Standing
Physicians Orders signed 11/29/08 which was
done on all new admissions. Facility staff failed to
make entries each shift and failed to total what |
they did enter. There was no evidence that this '
document was evaluated by staff to idenfify a
hydration risk.

A hydration risk assessment completed on
11/28/08 by nursing staff scored 10 which
indicated the resident was not a high risk for
dehydration. However, the staff completing the
form did not have sufficient information fo
complete all areas of assessment. Had the first
three days of resident intake been evaluated the
resident would have coded high risk for hydration.
The review of the initial nutritional assessment by
the registered dietitian (E29) dated 12/1/08
documented that R24 was at nutritional risk
secondary to leaving greater than 25% of meals
uneaten and her estimated fluid requirement was
1650 cc. The speech therapist (E30) assessed
the resident on 12/5/08 and indicated the resident
was at risk for inadequate nutrition and hydration.

The facility had an interim plan of care that
identified hydration as a problem area on
11/30/08 with the approaches fo provide fluid as
ordered and monitor labs. Hydration needs were

F 327
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F 327 | Continued From page 31 F 327

not included in the full care plan developed by the
interdisciplinary team.

The facility did document a hydration risk stamp
nurse's note on 12/4, 12/10 and 12/18/08 that
failed to identify the lack of sufficient fluid intake
by R24. The stamp on 12/19 did identify amber
colored urine.

.On 12/8/08 the resident was started on an
antibiotic for treatment of a urinary tract infection.

The facility's General Hydration Policy and
Procedure documented "8. Report refusals of
fluids or problems ingesting fluids to the charge
nurse, so she can report it to the physician".

“fhe document "Fluids" record kept by direct care

1 staff to document the cc's of fluid consumed at
‘meals, snacks and exira was reviewed. This form
coliects data but has no area to total the daily
fluids to evaluate the residents intake.
Calculations by the surveyor indicated that for the
23 full days that R24 was at the facility she
consumed an average of 446 cc per day. Ranging
from 960 cc to O cc each day. The last four full
days (12/18 thru 12/21/08} the resident was at the |
facility a total of 300 cc's were consumed. The |
resident took no medications by mouth 12/20,
12/21, and 12/22/08 due to sleeping and lethargy.
The resident's blood pressure (BP) also
decreased from an admission BP of 140/62 to the
last three days of admission 12/20 -118/74, 12/21
- 110/64, 12/22 -90/48 and 88/50 which can also
be indicative of hypotension related to volume
depletion.

On 12/19/08 the nurse practitioner {E26) ordered
an extra 240 cc of fluid each shift for hydration
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F 328
55=B

i consumption was reported to E26.

Continued From page 32

and to document the amount consumed. Staff
were able to get R24 to consume 55 cc on
12/18/08 and no additional fluids after that date.
There was not evidence that this lack of

tnterviews on 4/23/09 with the DON (E19) who
reviewed the 24 hour report and physician
communication book, the nurse {(E27) who cared
for the resident daily and E26 who visited on
12/19/08, revealed that there was no contact with
the physician concerning the lack of intake and
increased lethargy until 12/22/08 at 1:30 PM
when R24 was sent out 911 to the emergency
rocH.

These findings were confirmed on 4/23 and
4/28/09 with the Administrator (E18) and DON
(E19).

R24 was admitted to the hospital with diagnoses
of dehydration with acute hypernatremia, acute
renal failure and metabolic acidosis, mental
status changes that appear to be secondary to
metabolic acidosis, rule ouf urinary tract infection
and rule out sepsis. The resident had an elevated
BUN at 172, elevated creatinine of 7.1 and an
elevated sodium at 175.

483.25(k) SPECIAL NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Trachea! suctioning;

Respiratory care;

F 327

F-328

*Pf)- Residents identified had their
concentrators cleaned and
new filters put in place.
Residents on oxygen have the
potential to be affected by
this practice. All
concentrators were checked
to insure clean filters were in
place.

F 328

e
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Each resident's drug regimen must he free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration: or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse conseguences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychofic drug
therapy is necessary fo freat a specific condition
as diagnhosed and documented in the clinical
record; and residents who use antipsychofic

compliance. Any further
concerns with compliance

will be brought through the
QA/QI process as needed.
F-329
A)e  Resident identified no longer

resides in our facility.
Residents receiving a
medication regime of
psychotropic drugs have the
potential to be affected by
this practice. A meeting was
held with the psychiatrist to

Bh
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F 328 | Continued From page 33 F 328 O} Pblicy for cleaning and ;
Foot care; and checking concentrators was -
Prostheses. reviewed and shared with
staff. Oxygen tubing and
This REQUIREMENT is not met as evidenced humidifters will be dated and
by: changed weekly and as
Based on observations and staff interviews, it was needed. Filters will be
determined that the facility failed fo ensure that cleaned at this time and
oxygen concentrators had filters in them. replaced if needed. The 11-7
Findings inciude: shift will be responsible for !
| During the environmental and initial tour on completing this task. Anin- |
4/15/09, filters were missing in oxygen service was completed for
concentrators in resident rooms 121A and 319. this responsibility.
Food service director (E21) interview confirmed . . .
the findings. @) . Mo_mtormg w11_1 be cgmpleted _
. during Mon-Fri Ambassador (o g ) Oq
A procedure on the cleaning of the concentrators rounds with documented
was reviewed and revealed the filters needed to results brought to the Admin.
| be washed fwice/week. Results will be reviewed in
F 329 483.25(]) UNNECESSARY DRUGS F 329 — g meeting for
S8=D
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F 329 | Continued From page 34 F 329 do a Medication Regime

.| by:

drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort fo discontinue these
drugs.

This REQUIREMENT is not met as evidenced

Based on record review, interview and review of
hospital records it was determined that the facility
failed to ensure that one (R24) out of 24 sampled
residents was free from unnecessary drugs. R24
had experienced a significant change in physical
and menta! status including a decline in oral
intake and lethargy. The facility failed to ensure
adequate monitoring of the resident's medication
regime failed to identify and failed to minimize
clinically significant adverse consequence, which
resulted in the resident being hospitalized due to
dehydration. Findings include:

Cross refer F327

R24 was admitted on Seroquel 25 mg BID
(anti-psychotic) which was the same dose the
resident was on at home.

On 11/29/08 the NP (E26) added Xanax
(anti-anxiety) 0.25 mg every 8 hours as needed
(PRN) for increased anxiety and agitation.
Nurses' notes indicate the medication was
requested because the resident was hitting staff
and throwing things. Nurses’ notes reveal the
resident would hit, kick and bite staff when
attempting to administer care.

)

Review of all residents on
psychotropic meds to address
the possibility of titration and
discontinuation of these
medications. These residents
were also reviewed for the
appropriateness of non
pharmacologic interventions
to address these behaviors
and care plans were updated
to reflect any changes.

New residents and residenis
exhibiting new behaviors will
be reviewed by the
interdisciplinary team for the

cause of these behaviors and
how they can be addressed
safely without psychotropic
medications when possible.
Care plans will be
implemented to include both
pharmacologic and non
pharmacologic interventions.
Residents will also be
assessed for pain and non-
verbal pain indicators as a
cause of the behavior.

A monthly meeting will be
held with the
interdisciplinary team to
review the continued need of
psychotropic meds.

|
|
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the PRN Xanax was used once on 11/29 and
once 11/30/09. Review of December 2008 MAR
revealed the Xanax was used 12/1 x1, 12/2 x1,
12/3 x2, 12/5 %2, 12/6 x1, 12/7 x1, 12/8 x1 and
1219 x1 for increased agitation and combative
behaviors. The medication was discontinued on
12/7/08 aithough staff continued to administer
through 12/9/08.

On 12/7/08 the Xanax PRN order was changed to
Xanax 0.25 mg TID hold for sedation despite the
fact the resident was only receiving this
medication 1 to 2 fimes a day on an as needed
basis. The psychiairist (E31) also increased the
Seroguel 25 mg to TID. Both of these
medications can cause sedation. The resident's
MDS assessments showed a decrease in the
resident's ability to preform activities of daily living
after the the medications were increased.

The facility did not develop a care plan to monitor
for R24's behaviors until 12/3/08 after the Xanax
had been initiated. There was no documentation
of what non-pharmological approaches had been
attempted prior to the use of medication. Review
of the side effect monitoring ool used by the
facility revealed that staff only monitored for side
effects 23 out of 57 opportunities or 40% of the
time.

Review of R24's behavior monitoring form
revealed that there was littie evidence that the
medications were significantly decreasing the
behaviors of hitting, biting and kicking.

A pharmacy review conducted on 12/11/08 did
not question the increase in these sedating
medications.

be used for possible dose
reduction. Use of
psychotropic meds identified
in the QI’s will be reviewed
monthly by the DON or
member of the nurse
management team and the
Director of Social Services
through the QA/QI process.
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F 329 i ’ N . .
® Con.tlnued From page 35 : F329. Medication Regime Reviews
Review of the November 2008 MAR revealed that by the Pharmacist will also

qNIO‘i
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An interview on 4/28/09 with E26 (Nurse
Practitioner) revealed that the sedation effects of
the increased medication could have contributed
to the lethargy and decreased oral intake.
Between 12/18 and 12/22/08 the resident became F-334 .
more sedated, stopped eating, was unable fo take P‘)' Resident R17 was given the
;n:d:cat.ignstand co;sutltrtnzdtor;;y 3;100 ci ?f fluid. Pneumococcal and Influenza
e resident was admitted to the hospitai on i vaccine. Resid
12/22/08 with dehydration. : o the P euf;‘t Rlcza‘fas
F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334 gL REUmMOoCOce

s5=D | IMMUNIZATION

The facility must develop policies and procedures
that ensure that —

(i) Before offering the influenza immunization,
each resident, or the resident's legal
representative receives education regarding the
benefits and potential side effects of the
immunization,;

(iiy Each resident is offered an infiuenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period;

(iif) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
foliowing:

(A) That the resident or resident's iegal
representative was provided education regarding
the benefits and potential side effects of influenza
immunization; and ;

(B) That the resident either received the
influenza immunization or did not receive the
infiuenza immunization due to medical

vaccine during the survey
process. Residents R1, RS,
R10, and R21 and/or their
legal representatives were
given instructional material
on the benefits and side
effects of receiving the

KR A pre

potential to be effected by
this practice.

New educational material
was provided to all residents
and their responsible parties
on the benefits and side
effects of both the
Pneumococcal and Influenza
vaccines. Immunization
records were reviewed to
insure all residents were
offered the Pneumococcal
vaccine. Staff was in-
serviced on the Immunization

4’ous\y.
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F 334 | Continued From page 37 F 334 " policy and the need to

contraindications or refusal.

The facility must develop policies and procedures
that ensure that —

(i) Before offering the pneumococcal
immunization, each resident, or the resident’s
legal representative receives education regarding
the benefits and potential side effects of the
immunization;

(i) Each resident is offered a pneumococcal
immunization, unless the immunization is
medically contraindicated or the resident has
already been immunized;

(iii} The resident or the resident’s legal
representative has the opportunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation that indicated, at a minimum, the
following:

(A) That the resident or resident’s legal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

(v) As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced

provide educational materials
with the consent forms.
Compliance will be
monitored with new residents
through chart review at
morning meeting.
Immunization logs will be
updated and residents with
prior refusals for the
Pneumococcal vaccine will
be approached quarterly to
see if they continue to refuse
this vaccine. Residents with
prior refusals to the Influenza
vaccine will be approached
annually to see if they
continue to refuse this. Logs
will be monitored quarterly
for compliance and brought
through the QA/QI process as

needed.

Ins\"ruohonm mtwl

W”( be, ?adm\sswn-

bliglod
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by:

Based on reviews of clinical records, facility
documentation, and staff interview, it was
determined that the facility delayed administration
of influenza and pneumococcal vaccinations for
one resident (R17) and failed to re-offer
pneumococcal vaccination to one resident (R12)
out of 24 sampled residents. In addition, the
facility failed to ensure that the residents or legal
representatives were educated with the benefits
and the potential side effects of receiving an
influenza immunization for four (R1, R6, R10, and
R21) out of 24 sampled residents. Findings
include:

1. R17 was admitted o the facility on 12/31/08.
At the time of admission, R17 was presented with
a influenza vaccination consent form and gave
consent to have the vaccine administered by the
facility. The facility delayed in administering the
vaccine. The vaccine was not given until
02/24/08.

2. R17 was admitted to the facility on 12/31/08.
At the time of admission, R17 was presented with
a pneumococcal vaccination consent form and
gave consent to have the vaccine administered
by the facility. The facility delayed in
administering the vaccine. The vaccine was not
given until 02/24/09.

3. R12 was admitted to the facility on 04/29/04.
At the time of admission, R12 was presented with
a pneumococcal vaccination consent form and
refused the vaccination. Subsequently, on
11/11/05 she decline the vaccination. R12 was
not re-offered the vaccination again until an
inquiry was made by the surveyor on 04/17/09, at
that time she accepted and was administered the
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pneumococcal vaccination on 04/17/09.

4. Review of clinical records for R1, R6, R10, and
R21 revealed that the influenza immunization for
the 2008-20089 flu season was offered to these
four residents and it was refused.

Review of the facility's Influenza Immunization
policy reads that the Influenza immunization will
be offered to all residents each year from October
1 through March 31 each year. in addition, the
fachHity will provide the patient and/or the
responsible party education on the benefits and
potential side effects of the immunization.

Review of resident clinical records lacked
evidence that the resident or legal representative
received education on the benefits and potential
side effects of the immunization.

An interview with the unit manager, £16 on
4/23/09 at 11:45 AM revealed that facility reviews
the benefits and potential side effecis of the
immunization upon admission when initial
consent is obtained, however, this is not done on
a yearly basis with the residents. E16 confirmed
that there was no evidence that these residents
were educated on the benefits and potential side
effects of the influenza immunization.

483.35(i) SANITARY CONDITIONS

The facility must -
{1) Procure food from sources approved or

authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions

F 334

F 371
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: dietary area on 04/15/09, and 4/20/08, it was
. determined that the facility failed to store,

This REQUIREMENT is not met as evidenced
by:
Based on observations and interviews in the

prepare, distribute, and serve food under samtary
conditions. Findings include:

1. On 4/15/09 at 8:45 AM, the 2-compartment
vegetable sink in the kitchen was observed with
no air gap in the drain line. The absence of an air
gap between the drain line and the floor drain has
the potential for contaminating the sink via
backflow from the floor drain. An interview with
the food service director (E21) confirmed this
finding.

Additionally, on 4/15/09 at 10:15 AM, the Aspen
pantry ice machine drain line did not exhibit an air
gap. On 4/17/09 at 10.50 AM, the Sierra pantry
ice machine drain line did not exhibit an air gap.
The drain pipe from the ice machine was
indirectly piped into the facility sewer line not
exhibiting a gap. Upon touch, the drain line pipe
collapsed and was observed in disrepair.

2. Evidence of health information reporting for
three dietary employees (E11, E12 and E14) of
three dietary staff was missing. E21 and human
resource staff (E22) confirmed that none of these
employees had a form completed. Forms were
signed by staff on 4/19/09.

3. On 4/15/09 at 9:00 AM, the following kitchen
equipment was observed with food debris, grease
deposiis, black tar, and/or encrusted with food
deposits:

™

A) No residents were identified.
All cited concerns will be
corrected by 6/18/09.

B) All residents have the
potential to be affected by the
deficient practice.

C) A cleaning checklist was
developed and has been be
implemented.

1. Air gap on line was
corrected
4/17/09.Aspen and
Sierra pantries were
corrected 5/20/09.

2. All employee health
questionnaires were
completed 4/19/09.

3. Staff in-service and
items were corrected
5/19/09.

4. Ice machine was
cleaned on 4/17/09.

5. The gauges were
inspected by
contractor and will be
replaced by 5/31/09.

6. Ceiling tiles were
replaced 5/19/09.

D) An andit of the cleaning
checklist will be monitored by

FSD or designee weekly x’s 4
|
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eniiniee From pag F 37t weeks. The results will be 6]) ‘ZI 09
a.. Four (4) out of fourteen (14) coffee mugs on presented fo QA for the next
trays stored on the clean ready-to-use rack of the two consecutive quarters.
kitchen were obsetved with heavy encrusted
apple sauce debris on the food contact surfaces.
, b. Two of six burners of the Vulcan stove were !
| observed encrusted with grease, black debris, . :
and food deposits. The oven door inside surfaces |
and bottom of the oven in the kitchen were
observed with yellow encrusted deposits.
¢. Five frying pans stored on the ready-fo-use
rack were observed with grease deposit in the
food contact surfaces in the clean storage area in
the kitchen.
. F372 |
d. The lids of the sugar bin, beef base, and the 1
chicken base bins were observed dirfy. A) No residents were identified.
e, The sugar, chicken base, and beef base B) All res'idents have the )
scoops were stored on top of dirty bins. poten.tlal be affected by this
deficient practice.
4. Black build up on the inside surface of the ice C) Dietary staff FSD/FPM and
machine plastic in the kitchen was observed. cooks will conduct a walk
»
5. The dishwasher wash temperature gauge, and thru of dumpster area 5 xS
the booster heater dishwasher gauges were not per day to assurc cqmphance.
functioning. - A daily checklist will be
o o _ maintained.
6. Three celltmg tiles were stained in the kitchen D) The results of checklist will
above the dishwasher. b itored 1 Kk X’
F 372 | 483.35(i)(3) SANITARY CONDITIONS - F 372 © Imonitored 1X per week XS
ss=c | GARBAGE DISPOSAL 4 weeks for Qomphance and Q\lqz(ﬁ
the results will be presented
The facility must dispose of garbage and refuse to the QA committee for the
properly. next two consecutive
quarters.
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This REQUIREMENT is not met as evidenced
by:

Based on observations of the garbage dumpster
area, Sierra unit pantry area, and interviews, it
was determined that the facility failed to dispose
of garbage and refuse properly. Findings include:

On 4/15/09 at 9:35 AM, two of four dumpster
doors and/or lids were observed open while filled
with trash. On 4/15/09 at 2:36 PM, two dumpster

doors were observed open. On 4/17/09 at 7:34 F431

AM, one dumpster door was observed open. On No residents were identi
1 4/20/09 at 8:30 AM, one dumpster door was | @: Resident . ]Se Identified.
i observed open. This provides harborage for % ; cns receiving

| medication stored in the
; medication refrigerators have

| pests and creates a foul odor.
Additionally, observations on 4/15/09 and 4/21/09 i the potential to be effected by

of the Sierra unit pantry area revealed an : . .
uncovered frash container. Q)- j&hlusri;ﬁ;zz:cﬁfz;ce.
TE

Food service director (E21) confirmed these . checked by the maintenance
findings. staff to insure they were

431 | 483.60(b), (d), (e) PHARMACY SERVICES F 431 working properly. Licensed

33=B - A
The facility must employ or obtain the services of _Staffwas ln—servwe_d Ofl the
a licensed pharmacist who establishes a system importance of monitoring and
of records of receipt and disposition of all dOCumeIltmg temperatures of
controlled drugs in sufficient detail to enable an the reﬁ‘igerators.
accurate reconciliation; and determines that drug ) g .
records are in order and that an account of all D M?lnit)tonng Ofcf)mp liance
controlled drugs is maintained and periodically Will be accomplished by
reconciled. weekly checks of the (al {8{06[

refrigerator logs by nursing

Drugs and biologicals used in the facility must be management. Results of this
labeled in accordance with currently accepted monitoring will be brought
professional principles, and include the thr oug.
appropriate accessory and caufionary 0ug]_1 the QA/QI process
instructions, and the expiration date when for review as needed.
applicable. i

a i i
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F 431 Continued From page 43

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access {o the keys.

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in Schedule i of the
Comprehensive Drug Abuse Prevention and :
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimat and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by: :

Based on observations on 4/21/09 and staff
interview, it was determined that the facility failed
to ensure that all drugs and biologicals were ; !
stored under appropriate environmental controls. : ‘
Findings include: i

Review of the two nursing station (Aspen and
Sierra) medication refrigerator temperature fogs
revealed the facility failed to consistently monitor
and record the medication refrigerator
temperatures to ensure that all drugs and
biologicals were under appropriate environmental
controls. Interview with the staff development
staff (E25) confirmed this finding.

1. Sierra Medication Refrigerafor:
Review of logs from January 2009 through April
19, 2009 revealed undocumented temperatures

FORWM CMS-2567(02-99) Previous Versions Obsolete Event ID:6R4Y11 Facility ID: DECO110 If continuation sheet Page 44 of 56




PRINTED: 05/15/2009

DEPARTMENT OF HEALTH AND HUMAN SERVICES Il APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROV[DER!'SUPPUERJ'CLIA X2} MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CCORRECTION IDENTIFICATION NUMBER: COMPLETED

A, BUILDING
C
. WING
085020 ® 04/28/2009
NAME OF PROVIDER OR SUPPULIER STREET ADDRESS, CITY, STATE, ZIP CODE

3034 SOUTH DUPONT HIGHWAY

T
PINNACLE REHABILATATION & HEALTH CENTER SMYRNA, DE 18977

X4) 1D ' SUMMARY STATEMENT OF DEFICIENCIES } D i PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} i TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 | Continued From page 44 F 431
for 39 of 109 days.

2. Aspen Medication Refrigerator.
Review of temperature logs from January 09
through April 19, 2008 revealed undocurmented of

blank temperature readings for 19 of 109 days. F441-
4 : 44

E;Si; 483.65(a) INFECTION CONTROL F 441 ﬁ) Employees identified were all
The facility must establish and maintain an ' reviewed and the 2 step ppd
infection control program designed to providea | was administered where
safe, sanitary, and comfortable environment and v\%mue__ .
to prevent the development and transmission of 5). Ii i d_ ul
disease and infection. The facility must establish sl e:nts would have the
an infection control program under which it potential to be affected by :
investigates, controls, and prevents infections in this practice if an employee
the facility; decides what procedures, such as was not screened for

isolation should be applied to an individual

resident; and maintains a record of incidents and Tuberculosis as reqmred by

corrective actions related to infections. State and Federal regulations.

No employee was found with
active TB.

This REQUIREMENT is not met as evidenced @b Employee screening policy

by: : : -

Byased on facility staff documentation, staff %13,8 been reviewed t.o msure 1t

interview, and review of the facility's tuberculosis includes the following

screening policy and procedures, it was : requirements:

determined that the facility failed to maintain an All new employees will be

infection control program that ensured staff required to have a 2 step PPD

received a two step tuberculin fest when

appropriate. The facility failed to conduct when NneEgqative. .

complete tuberculosis screenings on 13 outof 17 An employee with a positive
sampled staff (E1, and E4 through E1 5). The conversion or previous
facility did not follow a PPD (purified protein ~ positive conversion will be

derivative) procedure required by State

guidelines. Findings include: given a chest x-ray if no

previous chest x-rays have

1

1. Employees E1, and E4 through E15 were hired i been done. They will also
between 7/21/08 and 3/18/09. There was no ‘ complete a questionnaire to
documentation that the second step of a two-step insure they do not have active
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F 441 | Continued From page 45 F 441 symptoms of TB and will
tuberculin (PPD) test was conducted upon hire of complete this questionnaire
the staff. There was also no record on file that the annually.
staff had a prior Fubercuhn (PPD) test prior to All new employees will be
work at this facility., . . .
given a TB questionnatre on.
An interview with staff development nurse E25, in hire to insure active cases of
charge of the tuberculin tests (PPD), Purified TB are not brought into the
Protein Derivative, program, on 4/17/09 at 9:15 facility prior to PPD testing.
AM confirmed the findings. According to the m. Monitor £ I
facility's infection control policy and procedure on lonitoring 01 COmMpance (,l[‘?} 09
immunizations and Tuberculosis, the procedure will be done by the staff
does not address when employees receive a developer and brought to the
tuberculin test and how many tests they get. The monthly QA/QI meeting for
procedures states that "if positive PPD develops review
redness and swelling at site in 12-24 hours, then ’
positive PPD is sent to the chest clinic and any .
further follow up as needed". A two-step Mantoux
TB skin test was not addressed in the procedure
as required by State regulations. F445 )
F 445 | 483.65(c) INFECTION CONTROL - LINENS F 445 A) No residents were identified
SS=E at this time.
Personne! must handle, store, process, and B) All residents have the
’_transport linens so as to prevent the spread of potential to be affected by
infection. . . )
this deficient practice.
C) Storage/handling of linens
This REQUIREMENT is not met as evidenced policy/procedure will be
by: revi . A
Based on observation during the environmental a:g?\‘/}va?ith houseke%) ng
tour and interviews with the staff, it was ntenance sta "
determined that the facility failed to haindie and 1) Door closure will be
store linens to prevent the spread of infection. installed on doors by
Findings include: June 18, 2009.
1. On 4/15/09 at 2:20 PM, the door to the taundry Infection control
room between the clean linen area and the soiled pro.cedure will be
linen area was observed open. Staff interview revised by 6/18/09 to
with the housekeeping director (E23) confirmed reflect need for door
the doors between clean and dirty should be being closed. |

FORM CMS-2567(02-99) Pravious Versions Obsolete

Event 1D:8R4Y11

Facility 1D: DEOD110

If conitinuation sheet Page 46 of 56



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/15/2008
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

085020

(X2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
C
B. WING
04/28/2009

NAME OF PROVIDER OR SUPPLIER

PINNACLE REHABILATATION & HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3034 SOUTH DUPONT HIGHWAY

SMYRNA, DE 19977

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CCRRECTICON (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 445 | Continued From page 46 F 445 2) Staff to be in serviced

closed. In-servicing was later provided.

On 4/17/08 at 7:50 AM, the same door between
clean and dirty soiled linen of the laundry room
was observed cracked open. The clean linen
room was not kept under positive pressure and
the soiled area of the laundry was not kept under
negative pressure. The doors being opened
allowed soiled air to enter the clean area of the
faundry room.

The infection control procedure titled
Laundry/Linen did not address the laundry doors
being closed or ventilated.

Interview with £23 confirmed this finding.

2. Throughout the survey, full soiled linen carts
were cbserved stored on the hallways of all the
facility floor units which had stagnant flow or no
air movement. Smells were detected at times
coming from these carts. The facility incorrectly
stored soiled linen in the hallways.

3. The hot water wash temperature in the washer
of the laundry room was observed at 90 degrees
Fahrenheit versus the required temperature of
160 degrees Fahrenheit minimum. The hot water
temperature of the hand sink in this area was
detected at 100 degrees Fahrenheit.
Observations of the hot water tanks temperature
gauges revealed the hof water supply
temperature to the washers at 120 degrees
Fahrenheit. Interviews with E23 on 4/17/09
revealed he was not aware of the hot water wash
temperatures and was not monitoring.

E23 also revealed he was unsure if the contractor
was doing any moenitering of temperatures.

on ensuring that
soiled items being
taken directly to
laundry or trash.
Contractor to be in q
3month to monitor
temperature in washer
to ensure compliance.
D) Housekeeping Director
will notify Administrator or
designee if issue continues
and it will be brought to
QA/QI for further review.
Mixing valve was installed

3)

on hot water heater to ensure-
more accurate temperatures.

¢l 2

-3
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F 445 | Continued From page 47 F 445 ’
A call to the chemical contractor revealed they did
not measure temperatures of the water.
E23 contacted the chemical contractor for the
washers and revealed the contractor was trying to F463
determine if chemicals used by the facility
removed potential infectious diseases in the A) The call bell for 204A was
washers without the hot temperatures required. . operational on 4 /17/09. The
F 463 | 483.70(f) RESIDENT CALL SYSTEM F 463 .
sonp tub rooms on Aspen and

The nurses' station must be equipped to receive
resident calls through a communication system
from resident rooms; and toilet and bathing
facilities.

This REQUIREMENT is not met as evidenced
by:

Based on observations made during the
environmental tour, and staff interviews, it was
determined that the facility failed to have an
emergency call system on resident room 204A,
the Aspen and Sierra tub common shower
rooms/central baths for residents to call staff for
help. Findings include:

1. Observations on 4/15/09 and 4/21/089 of the
toilet area of the Aspen and Sierra central baths
revealed that the call bell system was missing.
The Aspen central bath did not have an-
emergency call light system on one whirlpool area
and one shower stall although it had one by a
second whirlpool. The Sierra central bath did not
have an emergency call system by the two
shower stalls although the two whirlpoot areas did
have one.

Interview with the facility maintenance director
(E24) revealed that the call bell systems were not
installed when the facility was built.

Sierra have call bells in the
bathing areas.

No residents were affected
by this deficient practice
Any resident that is bathed in

B)
C)

member present at all times.
1. All tub rooms have
functioning call bells.
Call bells will be
checked and repaired
if need be by June 18,
2009.
3. Call bell functioning
4/17/09.
Covers were ordered
and replaced 5/22/09.
A random audit of call bells
will be conducted 1 x per
week x’s 4 weeks and the
results will be presented in
QA for the next two
consecutive quarters.

2.

4.

D)

the tub room will have a staff

| ¢lgfor
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F 463 | Continued From page 48 F 463
2. Observations on 4/15/09 at 10:10 AM of the
emergency call light system of resident room
204A revealed the light outside the door was not
working and was malfunctioning. After repeated
attempts to correct the panel of the light system
on the room wall, E21 (food service director) did
make the light work outside the door for resident | :
' room 204A. Resident room 204B emergency cali |
light system did not have sound or a light signal i
outside the door after repeated aitempts to fix the
pane! area.
3. On 4/15/09 at 2:10 PM, the emergency call
flight on the outside door of the Seaside (Bath 1)
central bath was not working.
4. On 4/15/09 at 1:30 PM, the cover of the
emergency call light outside the door was missing
for resident rooms 101, 102, and 300. Interview
with maintenance staff (E24) and housekeeping
staff (E23) revealed the covers were damaged F465
during the construction and they were planning to &
order more covers to replace them. )' Employee E35 was in-
F 465 | 483.70(h) OTHER ENVIRONMENTAL F 465 serviced on the appropriate
55=B | CONDITIONS handling of trash.
The facility must provide a safe, functional, Aﬂ personal items in the
sanitary, and comfortable environment for Sierra tub room were
residents, staff and the public. removed.
Unlabeled personal items in
, _ ) rooms 326, 333, and 338 |
Elg:ls REQUIREMENT is not met as evidenced were cleaned and labeled i
Based on observations during the environmental appropriately.
tour, it was determined that the facility failed to Items found on the floor of
provide a sanitary and safe environment. the Seaside shower room and
Findings inciude: in the shower room were
removed.
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1. On 4/17/09 at 2:55 PM, a housekeeping staff
(E35) was observed throwing bags of trash from
the Aspen soiled utility work area #1 in a large
barrel in the hallway of the unit. Residents and
certified nursing staff were standing near by. This
has the potential for spreading infections due fo
the agitation of microbial contamination and
spreading in the air.

2. Observations of the residents’ Sierra tub room
central bath on 4/15/09 at 11:05 AM revealed &
storage cabinet with unlabelled personal resident
items including an Avon powder container,
Vaseline container, 18.5 oz sanitizer bottie, hair
spray, toothbrush and toothpaste, and a bar of
soap. An opened unlabefled Tena shampoo bottie
was observed in one shower stall.

3. Observations of the residents' Aspen tub room
central bath on 4/17/08 at 11:20 AM,

revealed unlabelled personal resident items
throughout the rooms including three opened
Tena used up containers, and one pair of shoes
on top of a cart. Unlabelled personal items were
observed on the hand sink of resident room 326,
333, 338 such as hair brush, Aloe Vera cream,
spray powder, perineal wash spray bottle, and
Tena shampoo botile.

On 4/15/09 at 2:10 PM and 4/20/09 at 2:15 AM, a
one galion container of body shampoo was
cbserved on the floor of the Seaside resident
central bath shower stall; one Tena shampoo
bottie was observed resting in one shower stall,
and two pink caddys full of personal items
belonging to residents were observed unlabelled
and accessible to residents in the same shower
room. On 4/20/09 at 9:15 AM, a ane gallon
container of body shampoo was observed on the

shower room were removed
and labeled and put in the
appropriate resident rooms.

B’)j Bedpans found in rooms 300,
310, and 333 were removed
and discarded. New bedpans
with proper labels were
placed in the rooms in plastic
bags.

Dustpan and yellow bucket
on Seaside were cleaned.
Housekeeping and C.N.A.’s
were in-serviced in infection
control and the importance of
labeling and securing
personal items. The Dept
Managers will be re-in-
serviced on how to do
Ambassador Rounds.
Ambassador Rounds will be
made daily Monday-Friday to
insure that infection control
concerns are being addressed.
Documented rounds will be
brought to morning meeting
to insure the appropriate
Dept. manager is following
up on all concerns.

Results of the Ambassador
rounds will be brought to the
Administrator for review.

PA

t}i<o?
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F 485 gontln:;d Fsrom ‘zage 52 ¢ central bath sh F 465, Any concerns will be brought
oor of the Seaside resident central bath shower
stall and one Tena shampoo bottle was cbserved througl‘l the QA/QI process
in one shower stall. for review.
4. On 4/15/09 at 12:01 PM, three pink bedpans
were observed on the tub of resident room 310
uniabelled and uncovered. On 4/16/09 at 8:20
AM, bedpans were observed on the floors of
resident rooms 300 and 333.
5. On 4/15/09, soap was missing from the Aspen
resident central bath hand sink.
6. On 4/17/09 at 11:00 AM, the dust pan and the
yellow bucket of the cleaning cart outside the
Seaside hallway (outside room 328) was F467
observed with encrusted dirt.
F 467 | 483.70(h)(2) OTHER ENVIRONMENTAL F 467 A
sg=8 | CONDITIONS - VENTILATION ) rooms 202, 204, 206, 207

The facility must have adequate outside
ventilation by means of windows, or mechanical
ventilation, or a combination of the two.

This REQUIREMENT is not met as evidenced
by:

Based on obsearvation of the Aspen janitor room
and soiled utility room, resident bathrooms and
the hallways of each floor, and staff interviews, it
was determined that the facility failed to maintain
adequate ventilation as reflected by missing,
malfunctioning, and taped exhaust vents.
Findings inciude:

1. On 4/15/09, the bathroom exhaust vents in
resident room 202, 204/208, and 207 were found
to have no negative air flow exiting the room
through the ceiling exhaust unit. The exhaust

were corrected on 5/11/09.
Rooms 310, 318, 326 will be
corrected by 6/15/09.

2). Corrected 5/11/09
3.) Corrected 5/11/09.
B) All residents have the

deficient practice.

by NHA for maintenance of
vents on 5/20/09.

D) Air flow will be monitor 1 x
per week x’s 4 weeks and the
audit will be presented to QA
for the next two consecutive

. Quarters.

potential to be affected by the

C) A service contract was signed

[
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Continued From page 51

vents in resident rooms 310, 318, 326 had the
vents covered with grey tape.

Interview with the facility's maintenance director
(E24) confirmed that the reoms had no motor
exhausting the air in the resident rooms.

2. On 4/15/09, the janitor closet #2 in the Aspen
unit was found to have no negative air flow exiting
the room through the ceiling exhaust vent.
Uncovered trash bags were in the room. Interview
with the housekeeping director (E23) confirmed
this finding.

3. The vent in Aspen soiled ufility room where
uncovered trash and bichazard waste containers
were stored, was not exhausting or working.
Interview with E24 revealed that the vents only
work when the air conditioner was on.

483.75(h) USE OF OQUTSIDE RESOURCES

If the facility does not employ a qualified
professional person to furnish a specific service
to be provided by the facility, the facility must
have that service furnished to residents by a
person or agency outside the facility under an
arrangement described in section 1861(w) of the
Act or an agreement described in paragraph (h)
(2} of this section. :

Arrangements as described in section 1861(w) of
the Act or agreements perfaining to services
furnished by outside resources must specify in
writing that the facility assumes responsibility for
obtaining services that meet professional
standards and principles that apply to
professionals providing services ih such a facility;
and the timeliness of the services.

F 467

F 500 F300

A) No residents were identified.

B) The facility does have a
qualified dentist who
provides services to the
residents and the facility so

! no residents are affected by
this deficient practice.

C) A call was placed to the
physician who provides
services fo attempt to set up
confract.

D) A contract with a dentist will
be signed by June 18, 2009.

(({Is’) 09
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This REQUIREMENT is not met as evidenced
by

Based on review of the facility contract book
documentation and staff interviews, it was
determined that the facility failed to maintain a
contract for dental services and the pharmacy
\ service contract had expired. Findings include:

Review of the contract book on 4/20/08 and
4/21/09 revealed there was no dental agreement
although there was evidence that the facility is
providing dental services.

Additionally, the pharmacy contract expired on
1/15/08. Interview with the administrator (E18)
confirmed this finding.

F 514 | 483.75{j(1) CLINICAL RECORDS F 514

F-514
S8=D i
The facility must maintain clinical records on each /\')' Residents SSR3, R12, and R6
resident in accordance with accepted professional all had their POS’s updated
standards and practices that are complete; to reflect the current

accurately documented; readily accessible; and

systematically organized. physician’s orders. Resident

R1 was evaluated by therapy
The clinical record must contain sufficient for positioning and safety
information to identify the resident; a record of the while eating. Resident had

resident's assessments; the plan of care and
] ' , no adve
services provided; the resulis of any rse effects as a result

preadmission screening conducted by the State; of}}avmg_ R0 SUpervision

S progress Notss. while eating. No adverse
effects were noted for any of
these residents in relation to

‘!ia';is REQUIREMENT is not met as evidenced %). this practice.

Based on interviews and record reviews it was All residents have the
determined that the facility failed to maintain potential to be affected by
complete and accurate medical records for four ! i this deficient practice.

(88R3, R12, R6, and R1) out of 24 residents in | i

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: 6R4Y11 Facility 1D: DEQD110 If continuation sheet Page 53 of 56




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/15/2008
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTICN

{(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMEER:

085020

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
COMPLETED
A. BUILDING
B. WING c
' 04/28/2009

NAME OF PROVIDER OR SUPPLIER

PINNACLE REHABILATATION & HEALTH CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
3034 SOUTH DUPONT HIGHWAY

SMYRNA, DE 19977

the sample. Findings include:

1. S8R3's physician order sheet (POS) for April
2008 was reviewed following a medication pass.
Upon review, it was discovered that Docusate
Sodium 100 mg. was discontinued on 03/19/09.
The orders were carried over from March 2009
POS to the new April 2009 POS. Although
discontinued on the Medication Administration
Record (MAR) the order was not discontinued on
the April POS. This finding was confirmed with
the Unit Manager, E16 in Sierra.

2. R12's POS for April 2009 was reviewed and
discovered to have two orders for Seroguel
100mg. The first order read Seroguel 100 mg.
tablet by mouth every morning. The second order
read Seroquel 100mg. 1 tablet by mouth twice
daity, 9:00AM and 5PM. Although the first order
was cancelled on the MAR, the order was not
discontinued on the April POS. On 04/02/09, a
medication regimen review by pharmacy made a
notation of the double order however, the double
order was not addressed until the surveyor
brought it o the attention of the Unit Manager,
E17 on 04/15/08.

3. Record of R8's physician’s order in March
2008 revealed an order for R8 fo be supervised
for all meals. In addition, that R6 must he upright
in most optimal position and remain in the upright
position for 30 minutes after the meal,

Review of the April 2009 monthly POS revealed
that during the monthly recapitulation process, the
facility failed to ensure that the order from March
2009 for the resident to have supervision for all
meals was included in the April 2009 POS,

Ok

All nurses were in-serviced
on how to properly follow
through on a physician’s
order. Process for noting
orders and chart checks were
reviewed and updated to
become more efficient with
clear duties of responsibility.
An audit will be completed
weekly x 4 weeks on 10
residents per unit to insure
orders have been properly
followed through to all areas
of documentation. And chart
checks are complete and
thorough.
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Interview with unit manager, E16 on 4/22/09 at
1:30 PM confirmed the above findings.
4, 0On 4/23/09 at 8:45 AM, R1 was observed in
bed eating her breakfast. The meal ficket from
the Dietary Department noted R1 was on No
Added Salt (NAS), No Concentrated Sweet
(NCS), and low potassium diet.
Review of the April 2009 monthly POS noted that
R1 was on a NAS, NCS diet.
An interview with E16 on 4/23/09 at 10 AM
confirmed that R1 currently did not have an order
for the iow potassium diet and that the physician F520
would be contacted for this issue. Subsequently, e No residents : :
a physician's order was written on 4/23/09 for the in this ta were identified
: low potassium diet. ) S ) & .
F 520 | 483.75(0)(1) QUALITY ASSESSMENT AND Foo0| ©O)e There is a potential for all
ss=F | ASSURANCE residents to be affected by
G) this practice.
A facility must maintain a quality assessment and * Mec_h(;al Director was
assurance committee consisting of the director of reminded of the State and
nursing services; a physician designated by the Federal requirement that he
facility; and at least 3 other members of the attends the QA meetings at
facility's staff. least quarterly and is not
The quality assessment and assurance allowed to 5 enc.l )
committee meets at least quarterly to identify repreisentat'lon m hl? place.
issues with respect to which quality assessment Medical Director will be
and assurance activities are necessary; and given the schedule for the
develops and implements appropriate plans of A/OT meetin:
action to correct identified quality deficiencies. I% ont%s and thfnfgxrlrtl?;l?;m 6
A State or the Secretary may not require after ﬂflat- The Administrator
disclosure of the records of such committee or designee will call the
except insofar as such disclosure is related to the Medical Director several
compliance of such committee with the days prior to this meeting as a ‘
“ORM CMS-2567{02-99) Previous Versions Obsclete Event ID;8R4Y11 Facility iD: DEOD110 If continuation sheet Page 55 of 56
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F 820 Continued From page 55

Good faith attempts by the committee to identify
and coirect quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview and review of facility records it
was determined that the facility failed to maintain
a quality assessment and assurance commitiee
that met quarterly consisting of the physician
designated by the facility. Findings include: i

An interview with the administrator, £18 on
4/28/09 at 11 AM revealed that the physician
designated by the facility was not present during
the facility's quarterly quality assurance meetings
on January 19, 2009 and July 17, 2008. No other
physician designee was present.

requirements of this section. |

F 520

take place.
Nursing will monitor

of attendance sheets.

reminder to when this is to

b)- Administrator or Director of (?l lg) oci

compliance through the use
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